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Attachment B: Residential Childcare Facility Level I, lll and IV

LME UM Requirements and Procedures
Medicaid Provider Log
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Attachment C: Service Request Form

To be provided at a later date.
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Attachment D: Criterion 5 Service Needs/Discharge Planning Status
Form

Criterion #5 Service Needs/Discharge Planning Status Form

In order for this form to be processed, all blanks must be completed and legible.
[Insert LME Name & FAX # here]

Client Name: Date of Birth: Age: Medicaid#:

Admission Date: Decertification Date: Current Placement:

County of Residence:

Complete when requesting initial authorization

Check if If no, Anticipated Date of
Needed Service Service Available | Availability

Qutpatient Treatment: [ Individual; [] Group Yes No

Community Support: [] Individual; [] Group

Assertive Community Treatment

Day Treatment

Residential Treatment Level |

Residential Treatment Level Il

Residential Treatment Level 1l

Residential Treatment Level IV

PRTF (Psychiatric Residential Treatment Facility)

Psychiatric Evaluation and Treatment

Respite

SAIOP

SACOT

Other (Identify):

Other (Identify):

Other (Identify):

Update Information

Service Required | Steps Taken to Obtain Necessary Service | Anticipated Date of
Date Client Status | (Checked Above) Availability

Is the patient at risk of decompensating if services are not available: [JYes; [JNo
Explain stating specific behaviors:

Signature/Title: Date:
Print Name: Telephone: FAX:

I have reviewed this form and | am aware of the efforts that the Area Program is undertaking.

Hospital: Signature/Title: Date:

UMO03 Rev11032008
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LME UM Requirements and Procedures Issued 11/14/08

Attachment E: Certifications of Need for Inpatient Admissions for
Recipients under the Age of 21

Psychiatric Residential Treatment Facility Certification of Need: Medicaid Inpatient
Psychiatric Service Under Age 21

Department of Health and Human Services
Division of Medical Assistance

Clinical Policy and Programs
2501 Mail Service Center - Raleigh, N.C. 27699-2501

Michael F. Easley, Governor Tara R. Larson, Acting Director
Dempsey Benton, Secretary

Psychiatric Residential Treatment Facility
Certification of Need: Medicaid Inpatient Psychiatric Service Under Age 21

Recipient Name: Facility Name:

Medicaid ID #: Provider #:

Date of Birth: Admission Date:

Type of Certification: (check 1 item) Medicaid Eligibility Status: (check 1 item)
[ ] Pre-admission/elective [ ] Medicaid eligible on admission

[ ] Emergency admission [] Pending Medicaid on admission

|:| No evidence of Medicaid on admission
[ ] Applied for Medicaid during stay
[] Applied for Medicaid after discharge

At the time of admission, the interdisciplinary team certifies the following:

1. Ambulatory care resources in the community do not meet the treatment needs of the recipient.

2. Proper treatment of the recipient’s condition requires services on an inpatient basis under the direction
of a physician.

3. The inpatient services can reasonably be expected to improve the recipient’s condition or prevent
further regression so that services will no longer be needed.

Physician Team Member Signature Print Name/Title Date (Mo/Day/YTr)

Other Team Member Signature Print Name/Title Date (Mo/Day/YTr)

Submit to: [Insert LME Information Here]

UMO05 Rev11032008
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Certification of Need: Medicaid Inpatient Psychiatric Service under Age 21

Department of Health and Human Services
Division of Medical Assistance

Clinical Policy and Programs
2501 Mail Service Center - Raleigh, N.C. 27699-2501

Michael F. Easley, Governor Tara R. Larson, Acting Director
Dempsey Benton, Secretary

Certification of Need: Medicaid Inpatient Psychiatric Service under Age 21

Recipient Name: Hospital:

Medicaid II> #: Provider #:

Date of Birth: Admission Date:

Type of Certification: (check 1 item) Medicaid Eligibility Status: (check 1 item)
[ ] Pre-admission/elective [] Medicaid eligible on admission

[ ] Emergency admission [] Pending Medicaid on admission

|:| No evidence of Medicaid on admission
[ ] Applied for Medicaid during stay
] Applied for Medicaid after discharge

At the time of admission, the interdisciplinary team certifies the following:

1. Ambulatory care resources in the community do not meet the treatment needs of the recipient.

2. Proper treatment of the recipient’s condition requires services on an inpatient basis under the direction
of a physician.

3. The inpatient services can reasonably be expected to improve the recipient’s condition or prevent
further regression so that services will no longer be needed.

Physician Team Member Signature Print Name/Title Date (Mo/Day/Yr)

Other Team Member Signature Print Name/Title Date (Mo/Day/Yr)

Submit to: [Insert LME Information Here]

UMO04 Rev11032008
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LME UM Requirements and Procedures Issued 11/14/08

Attachment F: Notification of Quality of Care Memo Template

Place LME letterhead here.

To:

From:

Date:
RE: Notification of QOC Complaint Received

We received the following information as a quality of care complaint and are forwarding for vour
review and follow-up as necessary:

Member Name:
Member ID:

Clinical Home
Dates of Service:

Service Provider:

Service Provider ID:

Service Provider Level of Care:

Service Provider
Dates of Service:

Name of complainant:

Summary of

Complaint:
Please contact me at if you have any further questions regarding this case.
Thank you.
UMoo6 Revi1122008
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LME UM Requirements and Procedures

Attachment G: Service Authorization Timelines

Service Authorization Timelines, page 1

800Te01 149

[TLSNI® OILSNI

I1 UOHBWIOJUL [BUCT)IPPY S9INBUSTS yne siep oo 01dn »
samn1eudts yim goJ patepdn) e s JOd 2197dwo)) » I01AISS
VIV MmN skep og1o1dn = YIde Jo Aep 1511 permbel e yusuneda I, pordQ
SOINIBUSTIS M
a[qeordde (porzad yiuow dod swedwos pauueld T «
F1 UOBULIOJUL [EUOHIPPY » Z1 B UL SABP [BIO1 OF pamnbal 1opIc) 901AIG puUE yine s£ep o1 01d . uonesyIxo)a(q
soImBuSts Yim JDJ parepd e PeMO[[B A[UO ST 90TAISS) o VI A[UO SJIWpE SISTID) JT » 1ePIN

VIY MeN o

skep ol ordn

VIide

Q0TATOS
Jo Aep 1s11y permbol e

[endsofI-uoN

IOPIQ) 2ITAIRS @

pozuone oposido rod
SIOY 7 JO [BIO} B ATUQ »

peIRATep

20TATRS JO INOY

L1 21032q pasmbar

IOPIC) 20TAIRG =

PRIDAI[P 2DTAIDS
Jo Moy & 210Jaq paanbar
SINOY § IXAU I0] 7 J »

VI SINOY § [BUI} 0] Y » VI e sIoy g Jo ySnomy ssed « SISLL) 2IqOTN
ne Aep ; 03d) e
a[qeorjdde SINOY|
J1 UOTIBWLIOJUT [BUOTIPPY NOD I0J A[Uo Py = Qf ISITJ 19 parmbal wJ e
{1sonbar [eryTUL A1 10 Lrpoe] juanedur sInoy

1B 2[QE[TBAE 10U SBM JT) NOD »
VI MaN e

skepso1dn e

Surpuess a1y J1) NOD *
VIde

I9)J€ SuoIsSIWpPY AouaSiourg
107 ysnomp) ssed moy g e

yuanpedug

sarBuds Yim JOd pelepdn «

apostdo 1od sAep
¢ puoAaq UCTIBZLIOYINE

S2INIBUTIS UJIM
JI0d @1eduwios “pauueld JT »
panmbaI opI() 20TAIRG puUB
VI ATUO TIPE STSTID) JT »

e [errur 10y sAep g dn) @
PRI2AI[ap DIAISS JO
ABp 18 2I0Joq parnbaryd «

(wrexsoa sISLI)
paseq-Anmoe
Ul SIIATIG

X [, [BUOISSIJO.L])
SISLLT)

paseq Onpeg

VI MoN [BUOTIIPPE ON » VIide SABD / JO YSnOIy] sseq =
s[qeordde
IT UOTIBRULIOJUT [BUOTYIPPY S2IMBUSIS yme &ep 9o 03 dp)
sarneudis s JOd paiepdn e s JOd @erduro)) e 201AIS
WY MmN e siepooordn e AR Jo ABp is1y poimbar yJe yudunuada I, Ae(q
o[qeordde Jr S BUSIS UOTIBZLIOUINE ABp O 01d[) »
sarnBudts yim JOg parspdn e spostda 1ad UM JOd 91e1dwos) e 2014105 uoneIPIxo(q
VI MoN @ SABP O JO WNWIXB » VI e Jo Aep 1sm) peimbar yd e boﬁ~—:n:~<
SHITAGHS LTINAYV LOHITAd-NON
INAHHNINOD
SINHNND0d (NOLLVZIAOHIOVAA) TVLLINI NOILVZIdOH. LAV
ATAINOAY INTHANIONOD SININNDOU AT INOTA "TVILINI AITAHAS

SOUI[OWIL ], UOT)CZLIO)INY

84



Issued 11/14/08

LME UM Requirements and Procedures

Service Authorization Timelines, page 2
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Service Authorization Timelines, page 4
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LME UM Requirements and Procedures Issued 11/14/08

Attachment H: Clinical Review Form

Clinical Review Form, page 1

LME

Clinical Review Form

Directions: Complete this form for the clinical review of any behavioral health Medicaid service
request. If the review is a potential reduction or denial of services, forward to the Medical
Director for routing for review.

Recipient:

MID #: Date of Birth:

Requested
Service/Units

(include CPT &
HCPCS codes):

Reviewer Name:

Type of Review:

History (if known):
e include health history (incl. chronic illness),
e recipient’s diagnosis(es) related to the request

e onset, course of the disease, recipient’s
current status

Medical necessity:

describe how the provider believes that the service
would correct or ameliorate the recipient’s mental
illness, improve the problem, prevent it from
worsening, compensate for the deficiency, and/or
prevent the development of additional health
problems

Is the requested service considered to be clinically | If No, explain:
indicated for the diagnosis?

[] Yes ‘ [ No

Is the requested service considered to be effective | If No, explain:
treatment for the consumer’s presentation?

[]ves ‘ [] ™o

Is the requested service a generally recognized If No, explain:
accepted method of practice or treatment?

[] Yes ‘ [ No

Is the requested service the appropriate level of If No, explain:
intensity for the consumer’s presentation?

[]ves ‘ [] o

What is the expected duration of the treatment?

Clinical Review Form UMOO7 1of2
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Issued 11/14/08

Clinical Review Form, page 2

Recipient:

MID #:

Date of Birth:

Additional information:

Are there alternative treatments that could be
tried that would be effective and similarly
efficacious to the service requested?

[]ves ‘ [1No

If Yes, explain:

Clinical staff reviewer’s recommendation
(choose one from the drop-down list):

Approve

Reason (choose one from the list):

Meets criteria

Comments:

Staff reviewer signature and credentials:

Date:

LME Medical Director/Psychiatrist/PhD Psychologist Review
Potential Adverse Decision

Directions: Complete, sign, and date this form.

Medical/dental director’s recommendation
(circle one):

Approve ‘ Deny Reduce Terminate

Request additional information

Reason (select from list to the right) and
Comment:

[ ] Meets criteria
[ ] Not medically necessary

[ ] Not covered in §1905(a) of the Social Security
Act

|:| Not safe

[ ] Not effective

[ ] Not generally accepted

[ ] Effective alternative treatment available
[ ] Insufficient information submitted

[ ] Other/see comments

Medical Director/Psychiatrist/PhD
Psychologist signature and credentials:

Date:

Clinical Review Form UMOO7

20f2
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LME UM Requirements and Procedures Issued 11/14/08

Attachment I: EPSDT Request Clinical Review Form

EPDST Request Clinical Review Form, page 1

LME

EPSDT Request Clinical Review Form

Directions: Complete this form if 1) denying a covered state Medicaid plan service under EPSDT
or 2) approving or denying a non-covered state Medicaid plan service for a recipient under 21
vears of age. Then forward to the DMA medical or dental director for review. Include evidence-
based literature and/or standard of care documentation to support recommendation (if available).

Recipient:
MID #: | Date of Birth: |

Request (include
CPT and
HCPCS codes):
Reviewer Name:
Program:
Telephone #:
History (if known): include health history (incl.
chronic illness), recipient’s diagnosis{es) related
to the request (onset, course of the disease,
recipient’s current status).

Medical necessity: describe how the requester
believes that the service, product, or procedure
would correct or ameliorate the recipient’s defect,
physical or mental illness, or health problem
(improve the problem, prevent it from worsening,
compensate for the deficiency, and/or prevent the
development of additional health problems).

Is the requested product, service, or procedure If No, explain:
considered to be safe?

[ |Yes | [1No

Is the requested product, service, or procedure If No, explain:
considered to be effective?

[]Yes | [ 1 No

Is the requested product, service, or procedure If No, explain:

medical in nature?

|:| Yes | |:| No
Is the requested product, service, or procedure the | If No, explain:
generally recognized accepted method of
practice or treatment?

|:| Yes | |:| No

Is this request for an experimental or If Yes, provide name and protocol number:
investigational treatment?

[]Yes | [ ] No

What is the expected duration of the treatment?
Additional information:

EPSDT Clinical Review Form
DMA 1060
10/08

90



LME UM Requirements and Procedures Issued 11/14/08

EPDST Request Clinical Review Form, page 2

Recipient:
MID #: Date of Birth:
Are there alternative treatments that could be If Yes, explain:

tried that would be effective and similarly
efficacious to the service requested?
|:| Yes | |:| No
1t is not sufficient to cover a standard, lower-cost service instead of the requested service if the lower-cost
service is not equally effective in this individual case.)

Clinical staff reviewer’s recommendation Approve
(choose one from the drop-down list):

Reason (choose one from the list): Meets criteria
Comments:

Staff reviewer signature and credentials: Date:

DMA Medical/Dental Director Review

Directions: Complete, sign, and date this form.

Medical/dental director’s recommendation Approve | Deny ‘ Reduce ‘ Terminate
(circle one)j: Request additional information

Reason (select from list to the right) and |:| Meets criteria

Comments:

[ ] Not medically necessary

] Not covered in §1905(a) of the Social Security
Act

[ ] Not safe

|:| Not effective

[] Not medical in nature

[ ] Experimental or investigational

[] Not generally accepted

[ ] Effective alternative treatment available

] Not rebatable drug (Section 1927 of the SSA)
|:| Insufficient information submitted

[ ] Other/see comments

Medical/dental director signature and Date:
credentials:

EPSDT Clinical Review Form
DMA 1060
10/08
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Attachment J: Service Authorization Notifications

Notice of Approval of Service Request (DMA 3504), page 1

[Insert LME Letterhead]

NOTICE OF APPROVAL OF SERVICE REQUEST

[Insert Date]

[Medical Provider Name] [Recipient Name]
[Address] [Recipient Address]
[Recipient MID #]:

Dear [insert name of provider]:

On [insert date] and on behalf of [insert name of recipient]. [insert name of physician or other
licensed clinician who requested service] requested that Medicaid pay for [insert specific
service/procedure requested].

[insert name of service approved, number of units approved, time period of approval, if
relevant]

While the request for the above named recipient has been approved, the Medicaid claims
payment system will not allow payment of a claim for [insert name of product, procedure, or
service| at this time because it is a non-covered [insert product, procedure, or service|. You
will be notified concerning when and how the claim should be submitted to receive payment.

Also, please note the following:

1. See the specific clinical coverage policy and Medicaid’s Basic Billing Guide for
complete details re provision of and payment for services rendered.
Clinical coverage policies and the Basic Medicaid Billing Guide can be found at
http:/ / www.dhhs.state.nc.us/dma/ prov.htm.

2. Obtaining prior approval does not guarantee payment or ensure recipient eligibility
on the date of service. A recipient must be eligible for Medicaid coverage on the
date the procedure is performed or the service rendered, and the provider must be
an enrolled Medicaid provider for that service and provider type on the day of
service.

DMA 3504
01/05/06
REV. 03/02/07
REV. 09/24/08
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Notice of Approval of Service Request (DMA 3504), page 2

Recipient Name

MID #

3.

Obtaining prior approval does not guarantee payment or ensure recipient eligibility
on the date of service. A recipient must be eligible for Medicaid coverage on the
date the procedure is performed or the service rendered, and the provider must be
an enrolled Medicaid provider for that service and provider type on the day of
service.

The service must be rendered as specified in this notice, including service
approved, number of units approved, time period of approval, if relevant. Sce
previous page re details of authorization.

Effective the date of this notice and if the prior approval is time limited, this EPSDT
prior approval authorization is time limited to the first of the following to occur:

a. time limit specified by this prior approval OR
b. 365 days from date of this prior approval.

You have up to 365 days from the date the service is rendered to submit the claim for
payment. See specific clinical coverage policy and the Basic Medicaid Billing Guide
for complete details re provision of and payment for services rendered.

If you have questions concerning this notice of approval, please contact [insert name of
contact person]| at [insert telephone number|. Thank you for serving the citizens of North
Carolina by participating in the Medicaid program.

Sincerely,

[insert contact name and credentials]
[insert telephone # of contact]

C: Recipient

DMA 3504 2

01/05/06

REV. 03/02/07
REV. 09/24/08
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Notice of Approval of Service Request (EPSDT) (DMA 3504E), page 1

[Insert LME Letterhead]

NOTICE OF APPROVAL OF SERVICE REQUEST

[Insert Date]
[Medical Provider Name] [Recipient Name]
[Address] [Recipient Address]

[Recipient MID #]:
Dear [insert name of provider|:

On [insert date] and on behalf of [insert name of recipient], [insert name of physician or other
licensed clinician who requested service]| requested that Medicaid pay for [insert specific
service/procedure requested]|. Effective [insert date], Medicaid approved this request under
Early and Periodic Screening, Diagnostic, and Testing (EPSDT) as specified below.

[insert name of service approved, number of units approved, time period of approval, if
relevant]

EPSDT makes services available to recipients under 21 years of age without many of the
restrictions Medicaid imposes for services under a waiver OR for adults (recipients over 21
years of age). Specifically, the service limitations on scope, amount, duration, frequency,
and other specific criteria described in DMA’s clinical coverage policies may be exceeded or
may not apply provided documentation shows that the requested service is medically
necessary to correct or ameliorate a defect, physical or mental illness, or a condition [health
problem]. The services must be prescribed by the recipient’s physician, therapist, or other
licensed practitioner.

While the request for the above named recipient has been approved, the Medicaid claims
payment system will not allow payment of a claim for [insert name of product, procedure, or
service]| at this time because it is a non-covered [insert product, procedure, or service]. You
will be notified concerning when and how the claim should be submitted to receive payment.

Also, please note the following;:

1. This notice of approval is valid only as long as the recipient is under 21 years of
age. If the recipient is over 21 years of age and you have not provided the
service, although prior approval was granted, please follow DMA’s published
procedures and submit a new request for prior approval, if prior approval is
required. See the specific clinical coverage policy and Medicaid’s Basic Billing
Guide for complete details re provision of and payment for services rendered.

Clinical coverage policies and the Basic Medicaid Billing Guide can be found at
http:/ / www.dhhs.state.nc.us/dma/ prov.htm.

DMA 3504
01/05/06
REV. 09/09/06
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Recipient Name
MID #

2. Obtaining prior approval does not guarantee payment or ensure recipient eligibility
on the date of service. A recipient must be eligible for Medicaid coverage on the
date the procedure is performed or the service rendered, and the provider must be
an enrolled Medicaid provider for that service and provider type on the day of
service.

3. The service must be rendered as specified in this notice, including service
approved, number of units approved, time period of approval, if relevant. See
previous page re details of authorization.

4. Effective the date of this notice and if the prior approval is time limited, this EPSDT
prior approval authorization is time limited to the first of the following to occur:

a. recipient reaches 21 years of age OR
b. time limit specified by this prior approval OR
c. 365 days from date of this prior approval.

5. If the recipient is under 21 years of age and the authorization has expired and if the
service, product, or procedure is still desired and is medically necessary to correct or
ameliorate a defect, physical and mental illness, or a condition identified by
screening, submit a new request for prior approval. See specific clinical coverage
policy and the Basic Medicaid Billing Guide for complete details re provision of and
payment for services rendered.

6. You have up to 365 days from the date the service is rendered to submit the claim for
payment. See specific clinical coverage policy and the Basic Medicaid Billing Guide

for complete details re provision of and payment for services rendered.

If you have questions concerning this notice of approval, please contact [insert name of
contact person] at [insert telephone number]. Thank you for serving the citizens of North
Carolina by participating in the Medicaid program.

Sincerely,

[insert contact name and credentials|
[insert telephone # of contact]

C: Recipient

DMA 3504 2
01/05/06

REV. 09/09/06

REV. 03/02/07
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Notice of Prior Approval When Requested Time Period for Approval Exceeds Policy
Maximum (DMA 1059)

[Insert LME Letterhead]

NOTICE OF PRIOR APPROVAL WHEN REQUESTED TIME PERIOD
FOR APPROVAL EXCEEDS POLICY MAXIMUM

[insert date notice to be mailed]

Provider Name Recipient’s or Legal Rep’s Name
Provider Address Address

RE: [insert recipient’s name]
MID: [insert MID #]

Dear Provider:

Your request for [insert service, product, procedure, or description] on behalf of [msert the
recipient name] has been approved. Please note that prior approval for this [insert service,
product, or procedure or description]| has been given for the maximum time allowable
according to the Division of Medical Assistant’s clinical coverage policy on [insert name of
clinical coverage policy], [insert number of clinical coverage policy]. For this [insert service,
product, or procedure], the approved time period is from [insert start date] to [insert end date].

If you have questions, please contact me at the number below.

Sincerely,

[insert Name and credentials Title]
[insert Telephone #]

DMA 1059
11/22/06
REV. 09/24/08
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[Insert LME Letterhead]

NOTICE OF DECISION ON INITIAL REQUEST
FOR MEDICAID SERVICES

[Insert date to be mailed]

Recipient’s or Legal Rep’s name Provider Name
Address Provider Address

RE: [insert recipient name]
MID: [insert MID #]

Dear [insert name of recipient or parent/legal representative/authorized representative]:

The above named provider requested prior approval for [insert specific service/procedure,
# of units and time period, if relevant]. After reviewing the documentation submitted by
the provider, Medicaid [insert denied, reduced, or changed] the request effective the
date this notice was mailed. [If approving any other Medicaid service not requested by
the provider or changes in the service request submitted by the provider, insert: Medicaid
approved (insert: service/procedure, # of units and time period, if relevant) effective the
date this notice was mailed. May insert other effective date as needed]. This letter
explains why the decision was made and tells you how to appeal if you disagree.

It is also important to note that you may also be eligible for other Medicaid services.
Please check with your physician, other licensed clinician, or provider to determine if [if

recommending no services, insert: there are other services that are more appropriate for
you or if recommending services, insert: the services listed below are appropriate for

you].

e List Medicaid services.
e List Medicaid services.

Medicaid [insert denied, reduced, changed] the request because [insert specific reason].
The decision is based on the authority granted to the North Carolina Department of
Health and Human Services and its contractors by the Code of Federal Regulations,

Si desea apelar esta decision, debe responder a no mias tardar de 30 dias a partir de
la fecha que esta carta fue enviada. Si necesitas ayuda para leer y entender la carta,
por favor contictese con el 1-800-662-7030. DIGA Al OPERADOR QUE LA
NOTIFICACION DMA 2001.

DMA 2001
09/08/05
REY 09/24/08
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Chapter 42 Part 431, Subpart E, N.C.G.S. §108A-25(b) and §108A-54, as well as the
law(s) and policy(ies) specified below.

e [insert NCAC citation, C.F.R., or other applicable law or title of specific medical
policy supporting decision]
United States Code [insert code]
North Carolina Administrative Code [insert code]
North Carolina Administrative Code 10A NCAC 220 .0301

Medicaid’s clinical coverage policies can be found at
http://www.ncdhhs. gov/dma/mp/mpindex.htm.

YOU HAVE THE RIGHT TO APPEAIL THIS DECISION. If you decide to appeal
the decision, you must file for an evidentiary hearing with the Office of Administrative
Hearings. YOU HAVE 30 DAYS FROM THE DATE THIS DECISION LETTER
WAS MAILED TO FILE THE REQUEST FOR HEARING.

To learn more about the hearing process or to speak with a Medicaid clinical policy
analyst about this decision, call the Appeals Coordinator, Division of Medical Assistance
at 919-855-4260. You may also call the toll free CARE-LINE, Information and
Referral Services, at 1-800-662-7030 and request that your call be transferred. The
enclosed general information sheet also explains the hearing process.

THE HEARING PROCESS AND FILING THE REQUEST:

» Hearings are conducted by an administrative law judge with the Office of
Administrative Hearings (OAH).

» To file for a hearing, you must submit a completed hearing request form (enclosed
in this mailing). You can also obtain a hearing request form by calling the Division
of Medical Assistance at the number specified above, or you can call the Office of
Administrative Hearings at 919-431-3000.

« Mail or fax the completed hearing request form to Clerk, Office of Administrative
Hearings AND General Counsel, North Carolina Department of Health and Human
Services at the addresses or fax numbers on the enclosed hearing request form. The

completed form must be filed within 30 days of the date this decision letter was
mailed. As the mailing date is located on the envelope, please Keep the envelope

containing this decision letter.
s The Office of Administrative Hearings or the Mediation Network of North Carolina

will contact you to discuss yvour case and to offer an opportunity for mediation in an
effort to resolve vour appeal. If mediation resolves your case, your hearing will be
dismissed, and services will be provided as specified by the Mediation Network of
North Carolina.

« If you do not accept the offer of mediation or the results of mediation, your case will
proceed to hearing. You will be notified by mail of the date, time, and location of
your hearing,

Recipient Name [insert]
MID # [insert]

DMA 2001
09/08/05
REYV 09/24/08
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s The administrative law judge will make a decision and will send that decision to
Medicaid for a final agency decision. You will receive a written copy of both the
administrative law judge’s decision and Medicaid’s final agency decision.

s If yvou do not agree with Medicaid’s final agency decision, you may ask for a judicial
review in superior court.

+ You may represent yourself in the appeal process, hire an attorney, or ask a relative,
friend, or other spokesperson to speak for you.

Free legal aid may be available to assist with your appeal. Contact your nearest Legal
Aid of North Carolina office or call 919-856-2564 or toll-free at 1-866-369-6923 to
obtain the telephone number of the office that serves your community.

Sincerely,

[insert contact name and credentials]
[insert telephone # of contact]

Enclosure: Recipient Hearing Request Form, DMA 2003
(Only the recipient may appeal the decision).

C: Provider
Appeals Coordinator, Division of Medical Assistance
Office of Administrative Hearings

Recipient Name [insert]
MID # [insert]

DMA 2001
09/08/05
REV 09/24/08
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POSSIBLE EXAMPLES FOR PARAGRAPH #1 SUGGESTED BY VO
DO NOT INCLUDE WITH NOTICE

While the scenarios are written for behavioral health services, they should work for
services that have similar request patterns. They should also work for services that have
no time frames or units by deleting them from the samples. These scenarios in their
entirety would be substituted for paragraph #1. page 1.

Initial Request — Denial — Community Support Services: Request for 416 units of
Community Support from 10/1/08 — 12/30/08. Peer Advisor decision is a straight denial.

Letter date is 9/25/08. Suggested paragraph:

The above named provider requested prior authorization for 416 units of Community
Support Services from October 1, 2008 — December 30, 2008. After reviewing the
documentation submitted by the provider, Medicaid denied the request effective the date
this notice was mailed.

Initial Request — Reduction — Community Support Services: Request for 416 units of
Community Support from 10/1/08 — 12/30/08. Peer Advisor decision is a partial

authorization, a reduction. Letter date is 9/25/08. Suggested paragraph:

The above named provider requested prior authorization for 416 units of Community
Support Services from October 1, 2008 — December 30, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced the request effective the
date this notice was mailed. Medicaid has authorized 200 units for the period October
1, 2008 — December 30, 2008.

Initial Request — Denial - Residential: Request for 60 days of Residential from 10/1/08
- 11/29/08. Peer Advisor decision is a straight denial. Letter date is 9/25/08. Suggested
paragraph:

The above named provider requested prior authorization for 60 days of Residential
Services from October 1, 2008 — November 29, 2008. After reviewing the
documentation submitted by the provider, Medicaid denied the request effective the date
this notice was mailed.

Initial Request — Reduction Residential: Request for 60 days of Residential from
10/1/08 — 11/29/08. Peer Advisor decision is a partial authorization, a reduction. Letter
date is 9/25/08. Suggested paragraph:

Recipient Name [insert]
MID # [insert]

DMA 2001
09/08/05
REYV 09/24/08
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The above named provider requested prior authorization for 60 days of Residential
Services from October 1, 2008 — November 29, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced the request effective the
date this notice was mailed. Medicaid has authorized 30 days for the period October 1,
2008 — October 30, 2008.

Initial Request — Changed (Different service approved than requested): Request for
416 units (8 hrs/wk or 32 units) of Community Support Services from 10/1/08 —
12/30/08. Decision is to authorize Community Support Team at 140 units per week (35
hours) for the period requested. Letter date is 09/1/08. Suggested paragraph:

The above named provider requested prior approval for [insert name of service] from
[insert period—October 01-November 29, 2008-if applicable]. After reviewing the
documentation submitted by the provider, Medicaid changed this request. Medicaid
approved [insert: service/procedure, # of units and time period, if relevant] effective the
date this notice was mailed. May insert other effective date as needed].

Recipient Name [insert]
MID # [insert]

DMA 2001
09/08/05
REYV 09/24/08

101



LME UM Requirements and Procedures Issued 11/14/08

Notice of Decision on Initial Request for Medicaid Services (EPSDT) (DMA 2001E), page 1

[Insert LME Letterhead]

NOTICE OF DECISION ON INITIAL REQUEST
FOR MEDICAID SERVICES

[insert date notice to be mailed]

Recipient’s or Legal Rep’s name Provider Name
Address Provider Address

RE: [insert recipient name|
MID: [insert MID #]

Dear [insert name of recipient or parent/legal representative/authorized representative]:

The above named provider requested prior approval for [insert specific service/procedure,
# of units and time period, if relevant]. After reviewing the documentation submitted by
the provider, Medicaid [insert denied, reduced, or changed] the request effective the
date this notice was mailed. [If approving any other Medicaid service not requested by
the provider or changes in the service request submitted by the provider, insert: Medicaid
approved (insert: service/procedure, # of units and time period, if relevant) effective the
date this notice was mailed. May insert other effective date as needed]. This letter
explains why the decision was made and tells yvou how to appeal if you disagree.

It is also important to note that you may also be eligible for other Medicaid services.
Please check with vour physician, other licensed clinician, or provider to determine if [if
recommending no services, insert: there are other services that are more appropriate for
you or if recommending services, insert: the services listed below are appropriate for

you].

e List Medicaid services
e List Medicaid services

As the recipient is under 21 vears of age, Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) apply. EPSDT makes services available to recipients under 21 years
of age without many of the restrictions Medicaid imposes for services under a waiver OR
for adults (recipients over 21 vears of age). Specifically, the service limitations on scope,
amount, duration, frequency, and other specific criteria described in DMA’s clinical

Si desea apelar esta decision, debe responder a no mas tardar de 30 dias a partir de
la fecha que esta carta fue enviada. Si necesitas ayuda para leer y entender la carta,
por favor contiactese con el 1-800-662-7030. DIGA Al OPERADOR QUE LA
NOTIFICACION DMA 2001E.

DMA 2001E
09/08/05
REYV 09/24/08

102



LME UM Requirements and Procedures Issued 11/14/08

Notice of Decision on Initial Request for Medicaid Services (EPSDT) (DMA 2001E), page 2

coverage policies may be exceeded or may not apply if documentation submitted by the
provider shows that all EPSDT criteria are met. The services must be prescribed by the
recipient’s physician, therapist, or other licensed practitioner.

When a recipient is under 21 years of age, the provider’s request for service is evaluated
under the applicable Medicaid clinical coverage policies as well as the EPSDT criteria. If
the request cannot be approved under the clinical coverage policy criteria, all of the
EPSDT criteria must be met to approve the request.

Based on the information submitted by the provider, the recipient does not meet [insert
specific policy criteria not met]. As the recipient is under 21 years of age, the request
was also evaluated under the EPSDT criteria. Medicaid denied this request because the
[insert: for single criterion not met, insert: criterion specified below was or for several
criteria not met, insert: criteria specified below were| not met.

s EPSDT services must be coverable services within the scope of those listed in the
federal law at 42 1J.5.C. § 1396d(a) [1905(a) of the Social Security Act].

s The service must be medically necessary to correct or ameliorate a defect,

physical or mental illness, or a condition [health problem] diagnosed by the

recipient’s physician, therapist, or other licensed practitioner.

The requested service must be determined to be medical in nature.

The service must be safe.

The service must be effective.

The service must be generally recognized as an accepted method of medical

practice or treatment.

s The service must not be experimental/investigational.

The decision is based on the authority granted to the North Carolina Department of
Health and Human Services and its contractors by the Code of Federal Regulations,
Chapter 42 Part 431, Subpart E, N.C.G.S. §108A-25(b) and §108A-54, as well as the
law(s) and policy(ies) specified below.

s [insert NCAC citation, C.F.R., or other applicable law or title of specific medical
policy supporting decision]

United States Code [insert code]

United States Code 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]
North Carolina Administrative Code [insert code]

North Carolina Administrative Code 10A NCAC 220 .0301

Medicaid’s clinical coverage policies and EPSDT policy can be found at the websites
listed below.
http://’www.ncdhhs. gov/dma/mp/mpindex.htm
http://www.ncdhhs. gov/dma/EPSDTprovider.htm

Recipient Name [insert]
MID # [insert]

DMA 2001E
09/08/05
REY 09/24/08
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YOU HAVE THE RIGHT TO APPEAL THIS DECISION. If you decide to appeal
the decision, you must file for an evidentiary hearing with the Office of Administrative
Hearings. YOU HAVE 30 DAYS FROM THE DATE THIS DECISION LETTER
WAS MAILED TO FILE THE APPEAL REQUEST.

To learn more about the hearing process or to speak with a Medicaid clinical policy
analyst about this decision, call the Appeals Coordinator, Division of Medical Assistance
at 919-855-4260. You may also call the toll free CARE-LINE, Information and
Referral Services, at 1-800-662-7030 and request that your call be transferred. The
enclosed general information sheet also explains the hearing process.

THE HEARING PROCESS AND FILING THE REQUEST:

» Hearings are conducted by an administrative law judge with the Office of
Administrative Hearings (OAH).

+ To file for a hearing, you must submit a completed hearing request form (enclosed
in this mailing). You can also obtain a hearing request form by calling the Division
of Medical Assistance at the number specified above, or you can call the Office of
Administrative Hearings at 919-431-3000.

« Mail or fax the completed request form to Clerk, Office of Administrative Hearings
AND General Counsel, North Carolina Department of Health and Human Services at
the addresses or fax numbers on the enclosed hearing request form. The completed
form must be filed within 30 days of the date this decision letter was mailed As
the mailing date is located on the envelope, please keep the envelope containing
this decision letter.

s The Office of Administrative Hearings or the Mediation Network of North Carolina
will contact you to discuss your case and to offer an opportunity for mediation in an
effort to resolve vour appeal. If mediation resolves your case, your hearing will be
dismissed, and services will be provided as specified by the Mediation Network of
North Carolina.

» If you do not accept the offer of mediation or the results of mediation, your case will
proceed to hearing. You will be notified by mail of the date, time, and location of
your hearing,.

« The administrative law judge will make a decision and will send that decision to
Medicaid for a final agency decision. You will receive a written copy of both the
administrative law judge’s decision and Medicaid’s final agency decision.

s If you do not agree with Medicaid’s final agency decision, you may ask for a judicial
review in superior court.

« You may represent yourself in the hearing process, hire an attorney, or ask a relative,
friend, or other spokesperson to speak for you.

Free legal aid may be available to assist with your appeal. Contact your nearest Legal
Aid of North Carolina office or call 919-856-2564 or toll-free at 1-866-369-6923 to
obtain the telephone number of the office that serves your community.

Sincerely,

Recipient Name [insert]
MID # [insert]

DMA 2001E
09/08/05
REYV 09/24/08
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[insert contact name and credentials|
[insert telephone # of contact]

Enclosure: Recipient Hearing Request Form, DMA 2003
(Only the recipient may appeal the decision).

C: Provider
Appeals Coordinator, Division of Medical Assistance
Office of Administrative Hearings

Recipient Name [insert]
MID # [insert]

DMA 2001E
09/08/05
REYV 09/24/08
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POSSIBLE EXAMPLES FOR PARAGRAPH #1 SUGGESTED BY VO
DO NOT INCLUDE WITH NOTICE

While the scenarios are written for behavioral health services, they should work for
services that have similar request patterns. They should also work for services that have
no time frames or units by deleting them from the samples. These scenarios in their
entirety would be substituted for paragraph #1, page 1.

Initial Request — Denial — Community Support Services: Request for 416 units of
Community Support from 10/1/08 — 12/30/08. Peer Advisor decision is a straight denial.

Letter date 1s 9/25/08. Suggested paragraph:

The above named provider requested prior authorization for 416 units of Community
Support Services from October 1, 2008 — December 30, 2008. After reviewing the
documentation submitted by the provider, Medicaid denied the request effective the date
this notice was mailed.

Initial Request — Reduction — Community Support Services: Request for 416 units of
Community Support from 10/1/08 — 12/30/08. Peer Advisor decision is a partial

authorization, a reduction. Letter date 1s 9/25/08. Suggested paragraph:

The above named provider requested prior authorization for 416 units of Community
Support Services from October 1, 2008 — December 30, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced the request effective the
date this notice was mailed. Medicaid has authorized 200 units for the period October
1, 2008 — December 30, 2008.

Initial Request — Denial - Residential: Request for 60 days of Residential from 10/1/08
- 11/29/08. Peer Advisor decision is a straight denial. Letter date is 9/25/08. Suggested
paragraph:

The above named provider requested prior authorization for 60 days of Residential
Services from October 1, 2008 — November 29, 2008. After reviewing the
documentation submitted by the provider, Medicaid denied the request effective the date
this notice was mailed.

Initial Request — Reduction Residential: Request for 60 days of Residential from
10/1/08 — 11/29/08. Peer Advisor decision is a partial authorization, a reduction. Letter
date 1s 9/25/08. Suggested paragraph:

Recipient Name [insert]
MID # [insert]

DMA 2001E
09/08/05
REY 09/24/08
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The above named provider requested prior authorization for 60 days of Residential
Services from October 1, 2008 — November 29, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced the request effective the
date this notice was mailed. Medicaid has authorized 30 days for the period October 1,
2008 — October 30, 2008.

Initial Request — Changed (Different service approved than requested): Request for
416 units (8 hrs/wk or 32 units) of Community Support Services from 10/1/08 —
12/30/08. Decision is to authorize Community Support Team at 140 units per week (35
hours) for the period requested. Letter date is 09/1/08. Suggested paragraph:

The above named provider requested prior approval for [insert name of service] from
[insert period—October 01-November 29, 2008-if applicable]. After reviewing the
documentation submitted by the provider, Medicaid changed this request. Medicaid
approved [insert: service/procedure, # of units and time period, if relevant] effective the
date this notice was mailed. May msert other effective date as needed].

Recipient Name [insert]
MID # [insert]

DMA 2001E
09/08/05
REY 09/24/08
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[Insert LME Letterhead]

NOTICE OF DECISION ON A CONTINUING REQUEST
FOR MEDICAID SERVICES

[insert date to be mailed]

Recipient’s or Legal Rep’s name Provider Name
Address Provider Address

RE: [insert recipient name]
MID: [insert MID #]

Dear [insert name of recipient or parent/legal representative/authorized representative]:

The above named provider requested prior approval for (<> units of <service/level of
care> for the period <date> through <date> (ex. October 01-30, 2008 or November 01,
2008-January 01, 2009). Insert either option 1 or 2 here].

Option 1—Reduction or Change in Service Request Submitted by the Provider

After reviewing the documentation submitted by the provider, Medicaid could not
approve the request for the above named recipient. Medicaid approved (insert: (<>
units of <service/level of care> for the period <date> through <date> (ex. October 01-30,
2008 or November 01, 2008-January 01, 2009). This decision is a [insert: reduction of
or change in]| the prior authorization request submitted by your provider, and it is
effective 30 days from the date this notice was mailed.

Option 2—Termination of Requested Service

After reviewing the documentation submitted by the provider, Medicaid could not
approve the request for the above named recipient. This decision terminates [insert
name of service/level of care] effective 30 days from the date this notice was mailed.

This letter explains why the decision was made and tells you how to appeal if vou
disagree. It is also important to note that you may also be eligible for other Medicaid
services. Please check with your physician, other licensed clinician, or provider to
determine if [if recommending no services, insert: there are other services that are more
appropriate for you or if recommending services, insert: the services listed below are
appropriate for you].

* List Medicaid services.

Si desea apelar esta decision, debe responder a no mas tardar de 30 dias a partir de
la fecha que esta carta fue enviada. Si necesitas ayuda para leer y entender la carta,
por favor contiactese con el 1-800-662-7030. DIGA AL OPERADOR QUE LA
NOTIFICACION DMA 2002.

DMA 2002
09/08/05
REY 09/24/08
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e List Medicaid services.

Medicaid [insert terminated, reduced, or changed] the request because [insert specific
reason].

The decision is based on the authority granted to the North Carolina Department of
Health and Human Services and its contractors by the Code of Federal Regulations,
Chapter 42 Part 431, Subpart E, N.C.G.S. §108A-25(b) and §108A-54, as well as the
law(s) and policy(ies) specified below.

s [insert NCAC citation, C.F.R., or other applicable law or title of specific medical
policy supporting decision]
United States Code [insert code]

s North Carolina Administrative Code [insert code]

+ North Carolina Administrative Code 10A NCAC 220 .0301

Medicaid’s clinical coverage policies can be found on its website at
http://www.ncdhhs.gov/dma/mp/mpindex.htm.

YOU HAVE THE RIGHT TO APPEAL THIS DECISION. If you decide to appeal
the decision, you must file for an evidentiary hearing with the Office of Administrative
Hearings. YOU HAVE 30 DAYS FROM THE DATE THIS DECISION LETTER
WAS MAILED TO FILE THE REQUEST FOR HEARING.

To learn more about the hearing process or to speak with a Medicaid clinical policy
analyst about this decision, call the Appeals Unit, Division of Medical Assistance at 919-
855-4260. You may also call the toll free CARE-LINE, Information and Referral
Services, at 1-800-662-7030 and request that your call be transferred. The enclosed
general information sheet also explains the hearing process.

THE HEARING PROCESS AND FILING THE REQUEST:

s Hearings are conducted by an administrative law judge with the Office of
Administrative Hearings (OAH).

« To file for a hearing, you must submit a completed hearing request form (enclosed
in this mailing). You can also obtain a hearing request form by calling the Division
of Medical Assistance at the number specified above, or you can call the Office of
Administrative Hearings at 919-431-3000.

« Mail or fax the completed hearing request form to Clerk, Office of Administrative
Hearings AND General Counsel, North Carolina Department of Health and Human
Services at the addresses or fax numbers on the enclosed hearing request form. The

completed form must be filed within 30 days of the date this decision letter was
mailed As the mailing date is located on the envelope, please keep the envelope

containing this decision letter.

Recipient Name [insert]
MID # [insert]

DMA 2002
09/08/05
REYV 09/24/08
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s The Office of Administrative Hearings or the Mediation Network of North Carolina
will contact you to discuss yvour case and to offer an opportunity for mediation in an
effort to resolve your appeal. If mediation resolves your case, your hearing will be
dismissed, and services will be provided as specified by the Mediation Network of
North Carolina.

= If you do not accept the offer of mediation or the results of mediation, your case will
proceed to hearing. You will be notified by mail of the date, time, and location of
your hearing,

s The administrative law judge will make a decision and will send that decision to
Medicaid for a final agency decision. You will receive a written copy of both the
administrative law judge’s decision and Medicaid’s final agency decision.

» If you do not agree with Medicaid’s final agency decision, you may ask for a judicial
review in superior court.

« You may represent yourself in the hearing process, hire an attorney, or ask a relative,
friend, or other spokesperson to speak for you.

» If a continuing request for services is denied and vou submit a request for hearing
within 30 days of the date this decision letter was mailed and as long as you
remain otherwise Medicaid eligible, unless you give up this right, you are entitled to
receive services during the pendency of the appeal. This right to receive services
applies even if vou change providers. Services will be provided at the same level
you were receiving the day before the decision or the level requested by your
provider, whichever is less. The services that continue must be based on your current
condition and must be provided in accordance with all applicable state and federal
statutes and rules and regulations.

s If you lose your appeal, vou may be required to pay for the services that continue
because of the appeal.

Free legal aid may be available to assist with your appeal. Contact your nearest Legal
Aid of North Carolina office or call 919-856-2564 or toll-free at 1-866-369-6923 to
obtain the telephone number of the office that serves your community.

Sincerely,

[insert contact name and credentials]
[insert telephone # of contact]

Enclosure: Recipient Hearing Request Form, DMA 2003
(Only the recipient may appeal the decision).

C: Provider
Office of Administrative Hearings
Appeals Unit, Division of Medical Assistance

3
Recipient Name [insert]

MID # [insert]

DMA 2002
09/08/05
REYV 09/24/08
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POSSIBLE PARAGRAPH 1 SAMPLES

DO NOT INCLUDE WITH NOTICE

Example #1: The above named provider requested prior authorization for Community
Support Services at an intensity of 416 units for a 90 day period. After reviewing the
request, Medicaid reduced the request effective 30 days from the date this notice was
mailed. Two hundred units are authorized for the period October 15-November 25, 2008
or October 15, 2007-January 14, 2009.

Example #2: The above named provider requested prior authorization for Community
Support Services at an intensity of 416 units for a 90 day period. After reviewing the
request, Medicaid changed the request. Community Support Team is authorized at 1,820
units for the period October 01-December 29, 2008. The decision is effective 30 days
from the date this notice was mailed.

Example #3: The above named provider requested prior authorization for skilled level
of care. After reviewing the request, Medicaid reduced the request to intermediate level
of care effective 30 days from the date this notice was mailed.

Example #4: The above named provider requested prior authorization for physical
therapy at an intensity of 45 units for a 60 day period. After reviewing the request,
Medicaid terminated the service effective 30 days from the date this notice was
mailed.

POSSIBLE EXAMPLES FOR PARAGRAFPH #1 SUGGESTED BY VO

While the scenarios are written for behavioral health services, they should work for
services that have similar request patterns. They should also work for services that have
no time frames or units by deleting them from the samples. These scenarios in their
entirety would be substituted for paragraph #1, page 1.

Concurrent Request — Reduction — Community Support: Request for 416 units (8
hrs/wk) of Community Support from 10/1/08 — 12/30/08. Peer Advisor decision is to
authorize 4 hrs/wk. Letter date is 10/1/08. Total authorized units accommeodate 8 hrs/wk
for 30 days from letter date, and then 4 hrs/week for the remainder of the authorization
period. Suggested paragraph:

4
Recipient Name [insert]

MID # [insert]

DMA 2002
09/08/05
REYV 09/24/08
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The above named provider requested prior authorization for 416 units of Community
Support Services from October 1, 2008 — December 30, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced this request. Medicaid has
authorized 277 units for the period October 1, 2008 — December 30, 2008. This
authorization includes units at the lesser of the previous or requested rate for the
first 30 days, with the reduction applied to the remaining days of the authorization
period. The decision is effective 30 days from the date this notice was mailed.

Concurrent Request — Reduction - Residential: Request for 60 days of Residential
services from 10/1/08 — 11/29/08. Peer Advisor decision is to deny ongoing Residential
services. Letter date is 10/1/08.

The above named provider requested prior authorization for 60 days of Residential
Services from October 1, 2008 — November 29, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced this request. Medicaid has
authorized 30 days for the period October 1, 2008 — October 30, 2008. The decision is

effective 30 days from the date this notice was mailed.

Concurrent/Continuing Request — Changed (Different service approved than

requested)

Request for 416 units (8 hrs/wk or 32 units) of Community Support from 10/1/08 —
12/30/08. Decision is to authorize Community Support Team at 140 units per week (35
hours) for the period requested. Letter date is 09/1/08. Suggested paragraph:

The above named provider requested prior approval for [insert name of service] from
[insert period—October 01-November 29, 2008-if applicable]. After reviewing the
documentation submitted by the provider, Medicaid changed this request. Medicaid
approved [insert: service/procedure, # of units and time period, if relevant] effective 30
days from the date this notice was mailed.

Concurrent/Continuing Request - Terminated
Request for 416 units of Community Support Services is requested from 10/1/08 —

12/30/08. Decision is a straight termination. Letter date is 09/01/08. Suggested
paragraph:

The above named provider requested prior approval for [insert #] units of [insert name of
service| from [insert time period—i.e., October 1-December 30, 2008 or November 01,
2008-January 01, 2009]. After reviewing the documentation submitted by the provider,
Medicaid terminated the service. The decision is effective 30 days from the date this
notice was mailed.

5
Recipient Name [insert]

MID # [insert]

DMA 2002
09/08/05
REYV 09/24/08
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[Insert LME Letterhead]

NOTICE OF DECISION ON A CONTINUING REQUEST
FOR MEDICAID SERVICES

[insert date notice to be mailed]

Recipient’s or Legal Rep’s name Provider Name
Address Provider Address

RE: [insert recipient name]
MID: [insert MID #]

Dear [insert name of recipient or parent/legal representative/authorized representative]:

The above named provider requested prior approval for (<> units of <service/level of
care> for the period <date> through <date> (ex. October 01-30, 2008 or November 01,
2008-January 01, 2009). Insert either option 1 or 2 here. ]

Option 1—Reduction or Change in Service Request Submitted by the Provider
After reviewing the documentation submitted by the provider, Medicaid could not
approve the request. Medicaid approved (insert: (<> units of <service/level of care> for
the period <date> through <date> (ex. October 01-30, 2008 or November 01, 2008-
January 01, 2009). The decision is a [insert: reduction of or change in] the prior
authorization request submitted by your provider, and it is effective 30 days from the
date this notice was mailed.

Option 2—Termination of Requested Service

After reviewing the documentation submitted by the provider, Medicaid could not
approve the request. The decision terminates [insert name of service/level of care]
effective 30 days from the date this notice was mailed.

This letter explains why the decision was made and tells you how to appeal if you
disagree. It is also important to note that you may also be eligible for other Medicaid
services. Please check with your physician, other licensed clinician, or provider to
determine if [if recommending no services, insert: there are other services that are more
appropriate for you or if recommending services, insert: the services listed below are
appropriate for you].

Si desea apelar esta decision, debe responder a no mis tardar de 30 dias a partir de
la fecha que esta carta fue enviada. Si necesitas ayuda para leer y entender la carta,
por favor contictese con el 1-800-662-7030. DIGA AL OPERADOR QUE LA
NOTIFICACION DMA 2002E.

DMA 2002E
09/08/05
REYV 09/24/08
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e List Medicaid services
e List Medicaid services

As the recipient is under 21 years of age, Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) apply. EPSDT makes services available to recipients under 21 years
of age without many of the restrictions Medicaid imposes for services under a waiver OR
for adults (recipients over 21 vears of age). Specifically, the service limitations on scope,
amount, duration, frequency, and other specific criteria described in DMA’s clinical
coverage policies may be exceeded or may not apply if documentation submitted by the
provider shows that all EPSDT criteria are met. The services must be prescribed by the
recipient’s physician, therapist, or other licensed practitioner.

When a recipient is under 21 years of age, the provider’s request for service is evaluated
under the applicable Medicaid clinical coverage policies as well as the EPSDT criteria. If
the request cannot be approved under the clinical coverage policy criteria, all of the
EPSDT criteria must be met to approve the request.

Based on the information submitted by the provider, the recipient does not meet [insert
specific policy criteria not met]. As the recipient is under 21 years of age, the request
was also evaluated under the EPSDT criteria. Medicaid denied this request because the
[insert: for single criterion not met, insert: criterion specified below was or for several
criteria not met, insert: criteria specified below were] not met.

» EPSDT services must be coverable services within the scope of those listed in the
federal law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act].

e The service must be medically necessary to correct or ameliorate a defect,

physical or mental illness, or a condition [health problem] diagnosed by the

recipient’s physician, therapist, or other licensed practitioner.

The requested service must be determined to be medical in nature.

The service must be safe.

The service must be effective.

The service must be generally recognized as an accepted method of medical

practice or treatment.

e The service must not be experimental/investigational.

The decision is based on the authority granted to the North Carolina Department of
Health and Human Services and its contractors by the Code of Federal Regulations,
Chapter 42 Part 431, Subpart E, N.C.G.S. §108A-25(b) and §108A-54, as well as the

law(s) and policy(ies) specified below.

e [insert NCAC citation, C.F.R., or other applicable law or title of specific medical
policy supporting decision]
United States Code [insert code]
United States Code 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act]

2
Recipient Name [insert]

MID # [insert]

DMA 2002E
09/08/05
REYV 09/24/08
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¢ North Carolina Administrative Code [insert code]
e North Carolina Administrative Code 10A NCAC 220 .0301

Medicaid’s clinical coverage policies can be found on its website at
htip //www ncdhhs.gov/dma/mp/mpindex.htm.

YOU HAVE THE RIGHT TO APPEAL THIS DECISION. If you decide to appeal
the decision, you must file for an evidentiary hearing with the Office of Administrative
Hearings. YOU HAVE 30 DAYS FROM THE DATE THIS DECISION LETTER
WAS MAILED TO FILE THE REQUEST FOR HEARING.

To learn more about the hearing process or to speak with a Medicaid clinical policy
analyst about this decision, call the Appeals Coordinator, Division of Medical Assistance
at 919-855-4260. You may also call the toll free CARE-LINE, Information and
Referral Services, at 1-800-662-7030 and request that your call be transferred. The
enclosed general information sheet also explains the hearing process.

THE HEARING PROCESS AND FILING THE REQUEST:

s Hearings are conducted by an administrative law judge with the Office of
Administrative Hearings (OAH).

s To file for a hearing, you must submit a completed hearing request form (enclosed
in this mailing). You can also obtain a hearing request form by calling the Division
of Medical Assistance at the number specified above, or you can call the Office of
Administrative Hearings at 919-431-3000.

» Mail or fax the completed hearing request form to Clerk, Office of Administrative
Hearings AND General Counsel, North Carolina Department of Health and Human
Services at the addresses or fax numbers on the enclosed hearing request form. The

completed form must be filed within 30 days of the date this decision lefter was
mailed. As the mailing date is located on the envelope, please Keep the envelope

containing this decision letter.
s The Office of Administrative Hearings or the Mediation Network of North Carolina

will contact you to discuss your case and to offer an opportunity for mediation in an
effort to resolve your appeal. If mediation resolves yvour case, your hearing will be
dismissed, and services will be provided as specified by the Mediation Network of
North Carolina.

+ If you do not accept the offer of mediation or the results of mediation, your case will
proceed to hearing. You will be notified by mail of the date, time, and location of
your hearing,.

s The administrative law judge will make a decision and will send that decision to
Medicaid for a final agency decision. You will receive a written copy of both the
administrative law judge’s decision and Medicaid’s final agency decision.

= If you do not agree with Medicaid’s final agency decision, you may ask for a judicial
review in superior court.

* You may represent yourself in the hearing process, hire an attorney, or ask a relative,
friend, or other spokesperson to speak for you.

3

Recipient Name [insert]
MID # |insert]

DMA 2002E
09/08/05
REYV 09/24/08
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+ [If a continuing request for services is denied and vou submit a request for hearing
within 30 days of the date this decision letter was mailed and as long as vou
remain otherwise Medicaid eligible, unless you give up this right, you are entitled to
receive services during the pendency of the appeal. This right to receive services
applies even if you change providers. Services will be provided at the same level
you were receiving the day before the decision or the level requested by vour
provider, whichever is less. The services that continue must be based on your current
condition and must be provided in accordance with all applicable state and federal
statutes and rules and regulations.

« If vou lose your appeal, you may be required to pay for the services that continue
because of the appeal.

Free legal aid may be available to assist with your appeal. Contact your nearest Legal
Aid of North Carolina office or call 1-919-856-2564 or toll-free at 1-866-369-6923 to
obtain the telephone number of the office that serves your community.

Sincerely,

[insert contact name and credentials]
[insert telephone # of contact]

Enclosure: Recipient Hearing Request Form, DMA 2003
(Only the recipient may appeal the decision).

C: Provider
Appeals Coordinator, Division of Medical Assistance
Office of Administrative Hearings

Recipient Name [insert]
MID # |insert]

DMA 2002E
09/08/05
REYV 09/24/08
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POSSIBLE PARAGRAPH 1 SAMPLES

DO NOT INCLUDE WITH NOTICE

Example #1: The above named provider requested prior authorization for Community
Support Services at an intensity of 416 units for a 90 day period. After reviewing the
request, Medicaid reduced the request effective 30 days from the date this notice was
mailed. Two hundred units are authorized for the period October 15-November 25, 2008
or October 15, 2007-January 14, 2009.

Example #2: The above named provider requested prior authorization for Community
Support Services at an intensity of 416 units for a 90 day period. After reviewing the
request, Medicaid changed the request. Community Support Team is authorized at 1,820
units for the period October 01-December 29, 2008. The decision is effective 30 days
from the date this notice was mailed.

Example #3: The above named provider requested prior authorization for skilled level
of care. After reviewing the request, Medicaid reduced the request to intermediate level
of care effective 30 days from the date this notice was mailed.

Example #4: The above named provider requested prior authorization for physical
therapy at an intensity of 45 units for a 60 day period. After reviewing the request,
Medicaid terminated the service effective 30 days from the date this notice was
mailed.

POSSIBLE EXAMPLES FOR PARAGRAPH #1 SUGGESTED BY VO

While the scenarios are written for behavioral health services, they should work for
services that have similar request patterns. They should also work for services that have
no time frames or units by deleting them from the samples. These scenarios in their
entirety would be substituted for paragraph #1, page 1.

Concurrent Request — Reduction — Community Support: Request for 416 units (8
hrs/wk) of Community Support from 10/1/08 — 12/30/08. Peer Advisor decision is to

authorize 4 hrs/wk. Letter date is 10/1/08. Total authorized units accommodate 8 hrs/wk
for 30 days from letter date, and then 4 hrs/week for the remainder of the authorization
period. Suggested paragraph:

Recipient Name [insert]
MID # [insert]

DMA 2002E
09/08/05
REYV 09/24/08
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The above named provider requested prior authorization for 416 units of Community
Support Services from October 1, 2008 — December 30, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced this request. Medicaid has
authorized 277 units for the period October 1, 2008 — December 30, 2008. This
authorization includes units at the lesser of the previous or requested rate for the
first 30 days, with the reduction applied to the remaining days of the authorization
period. The decision is effective 30 days from the date this notice was mailed.

Concurrent Request — Reduction - Residential: Request for 60 days of Residential
services from 10/1/08 — 11/29/08. Peer Advisor decision is to deny ongoing Residential
services. Letter date is 10/1/08.

The above named provider requested prior authorization for 60 days of Residential
Services from October 1, 2008 — November 29, 2008. After reviewing the
documentation submitted by the provider, Medicaid reduced this request. Medicaid has
authorized 30 days for the period October 1, 2008 — October 30, 2008. The decision is
effective 30 days from the date this notice was mailed.

Concurrent/Continuing Request — Changed (Different service approved than
requested)

Request for 416 units (8 hrs/wk or 32 units) of Community Support from 10/1/08 —
12/30/08. Decision is to authorize Community Support Team at 140 units per week (35
hours) for the period requested. Letter date is 09/1/08. Suggested paragraph:

The above named provider requested prior approval for [insert name of service] from
[insert period—October 01-November 29, 2008-if applicable]. After reviewing the
documentation submitted by the provider, Medicaid changed this request. Medicaid
approved [insert: service/procedure, # of units and time period, if relevant] effective 30
days from the date this notice was mailed.

Concurrent/Continuing Request - Terminated
Request for 416 units of Community Support Services is requested from 10/1/08 —

12/30/08. Decision is a straight termination. Letter date is 09/01/08. Suggested
paragraph:

The above named provider requested prior approval for [insert #] units of [insert name of
service| from [insert time period—i.e., October 1-December 30, 2008 or November 01,
2008-January 01, 2009]. After reviewing the documentation submitted by the provider,
Medicaid terminated the service. The decision is effective 30 days from the date this
notice was mailed.

Recipient Name [insert]
MID # |insert]

DMA 2002E
09/08/05
REYV 09/24/08
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[Insert LML Letterhead)|

NOTICE OF RETURN REQUEST TO PROVIDER
[insert date notice to be mailed]

Provider Name Recipient’s or Legal Rep’s Name
Provider Address Address

RE: [insert recipient name if known and delete RE if unknown|
MID: [msert MID # if known and delete MID if unknown]

Dear [insert provider name]:

Medicaid received your correspondence dated |insert date of correspondence| in which you requested
prior authorization of a Medicaid service. Your request cannot be processed because it did not identify
[insert all applicable: the recipient’s name, address, Medicaid identification (MID) number or date of
birth, provider contact information, date of request, or the procedure, service, or product being requested].

To initiate a prior approval request, please refer to the Basic Medicaid Billing Guide. The Guide explains
how to request prior approval. The publication is located on the DMA website at

http://www.ncdhhs.eov/dma/medbillcaguide. htm.

Recipient appeal rights are not implicated as no action could be taken on this request. For your
convenience, your correspondence 1s enclosed in this mailing.

Please contact me at the telephone indicated below if you have questions.

Sincerely,

[insert name and credentials]
[insert title]
[insert telephone number]

DMA 3503
09/08/05
REV. 09/24/08
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[[nsert LME Letterhead]

NOTICE OF REQUEST FOR ADDITIONAL INFORMATION
[nsert date to be mailed]

Provider Name
Provider Address

RE: [insert recipient name]
MID: [insert MID #]

Dear [insert provider name]:

The Division of Medical Assistance (DMA) has received a request for a [insert service, product,
or procedure requested] on behalf of the recipient referenced above. As a part of the review
process, it is necessary to review documentation related to the recipient’s condition.

The Division of Medical Assistance and its contractual agents are authorized access to patient
records by Federal Statute Social Security Act 1902 (a) (27) and Federal Regulation 42 CFR
431.107 for purposes directly related to the administration of the Medicaid program, and no
special permission is required. Additionally, for health oversight activities authorized by law,
the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule provides that
protected health information (PHI) may be used and disclosed without the authorization of the
patient. The Privacy Rule can be found at 45 CFR Part 164.502 and .508. It should be noted that
upon acceptance of Medicaid eligibility, recipients grant the state Medicaid agency, the Division
of Medical Assistance, the right to access medical records.

North Carolina Medicaid requires the provider of services to keep any records necessary to
disclose the extent of services furnished and upon request, furnish to the Medicaid agency and its
authorized representatives any and all information contained in medical records.

Please send copies of the medical information specified below that document the condition
of the recipient related to the request for [insert name of service, product or procedure
requested or denied].

List the records needed. (The HIPAA Privacy Rule requires that only the amount of information
that is needed to accomplish the purpose of the request be submitted. Only request the complete
medical record if it is really needed, otherwise specify the specific documents/information that is
required to complete the review).

No later than 15 business days from the date of this notice, the required information specified
above must either be submitted or contact must be made with the person indicated below to

Recipient [insert name]
MID #: [insert number]

DMA 3501
10/05
REV 09/24/08
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provide a reasonable date that the additional information can be provided. Failure to respond to
this notice within the required timeframe shall result in a denial of the request. Mail or fax
copies of the above referenced information to:

[insert staff name]
[LME Name

LME Address
City, NC Zip

Fax number: [insert number]

Please contact me at the telephone number specified below if vou have any questions concerning
this request.

Sincerely,

[insert name and credentials]
[insert title|
|insert telephone number|

Recipient [msert name] 2
MIID #: [insert number]

DMA 3501
10/05
REV 09/24/08
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[Insert LME Letterhead]

NOTICE OF REQUEST FOR ADDITIONAL INFORMATION
[insert date to be mailed]

Provider Name
Provider Address

RE: [insert recipient name]
MID: [insert MID #]

Dear [insert provider name]:

The Division of Medical Assistance (DMA) has received a request for a [insert service, product,
or procedure requested] on behalf of the recipient referenced above. As a part of the review
process, it is necessary to review documentation related to the recipient’s condition.

The Division of Medical Assistance and its contractual agents are authorized access to patient
records by Federal Statute Social Security Act 1902 (a) (27) and Federal Regulation 42 CFR
431.107 for purposes directly related to the administration of the Medicaid program, and no
special permission is required. Additionally, for health oversight activities authorized by law,
the Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule provides that
protected health information (PHI) may be used and disclosed without the authorization of the
patient. The Privacy Rule can be found at 45 CFR Part 164.502 and .508. It should be noted that
upon acceptance of Medicaid eligibility, recipients grant the state Medicaid agency, the Division
of Medical Assistance, the right to access medical records.

North Carolina Medicaid requires the provider of services to keep any records necessary to
disclose the extent of services furnished and upon request, furnish to the Medicaid agency and its
authorized representatives any and all information contained in medical records.

Please send copies of the medical information specified below that document the condition
of the recipient related to the request for [insert name of service, product or procedure
requested or denied].

List the records needed. (The HIPAA Privacy Rule requires that only the amount of information
that is needed to accomplish the purpose of the request be submitted. Only request the complete
medical record if it is really needed, otherwise specify the specific documents/information that is
required to complete the review).

[Insert next three paragraphs if EPSDT information is needed. If not needed, delete. ]

As the recipient is under 21 years of age, Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) apply. EPSDT makes services available to recipients under 21 years of age
without many of the restrictions Medicaid imposes for services under a waiver OR for adults
(recipients over 21 years of age). Specifically, the service limitations on scope, amount,
duration, frequency, and other specific criteria described in DMA’s clinical coverage policies
may be exceeded or may not apply if documentation submitted by the provider shows that all

DMA 3501E

10/05
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EPSDT criteria are met. The services must be prescribed by the recipient’s physician, therapist,
or other licensed practitioner.

When a recipient is under 21 years of age, the provider’s request for service is evaluated under
the applicable Medicaid clinical coverage policies as well as the EPSDT criteria if all clinical
coverage policy criteria are not met. To expedite this review, please provide information about
the criteria specified below.

[Insert all that apply or delete if not requesting EPSDT information. Double space between
paragraph before and after EPSDT criteria. |

o EPSDT services must be coverable services within the scope of those listed in the
federal law at 42 U.S.C. § 1396d(a) [1905(a) of the Social Security Act].
s The service must be medically necessary to correct or ameliorate a defect, physical or
mental illness, or a condition [health problem] diagnosed by the recipient’s physician,
therapist, or other licensed practitioner.
The requested service must be determined to be medical in nature.
The service must be safe.
The service must be effective.
The service must be generally recognized as an accepted method of medical practice or
treatment.
s The service must not be experimental/investigational.

No later than 135 business days from the date of this notice, the required information specified
above must either be submitted or contact must be made with the person indicated below to
provide a reasonable date that the additional information can be provided. Failure to respond to
this notice within the required timeframe shall result in a denial of the request. Mail or fax
copies of the above referenced information to:

[insert staff name]

LME Name

LME Address

City, NC Zip

Fax number: [insert number]

Please contact me at the telephone number specified below if you have any questions concerning
this request.

Sincerely,

[insert name and credentials]
[insert title]
[insert telephone number]

Recipient [insert name] 2
MID #: [insert number]|

DMA 3501E
10/05
REV 09/24/08
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[Insert LME Letterhead]

NOTICE OF DENIAL OF SERVICE REQUEST
Additional Information Previously Requested and Not Received

[insert date to be mailed]

Recipient’s or Legal Rep’s Name Provider Name
Address Provider Address

RE: [insert recipient name]
MID: [insert MID #]

Dear [insert name of recipient or parent/guardian/authorized representative]:

On [insert date], [insert name of physician, recipient or other person who requested
service] asked Medicaid to authorize a prior approval request for [insert specific
service/procedure requested and time period if relevant]. Medicaid denied the request
effective [if an initial request, insert: the date this letter was mailed or if currently
receiving services, insert: 30 days from the date this letter was mailed. This letter
explains why the request was denied and tells you how to appeal this decision if you
disagree.

Medicaid denied the request because medical necessity could not be wvalidated.
Specifically, Medicaid sent your provider a letter dated [insert date of notice for
additional information—October 01, 2008], requesting additional information in an effort
to determine if Medicaid could authorize the prior approval request as indicated above.
This information was due [insert due date for additional information], and, to date, it has
not been received, and the provider did not request an extension of time to submit the
additional information. The law or policy the denial is based on i1s 10A NCAC 220
.0301. The North Carolina Administrative Code can be found at
http://reports.oah.state.ne.us/ncac. asp.

While you have the right to appeal this decision, the provider may submit a new request
at any time along with the additional information requested in the letter dated [insert date
of notice for additional information] to the address specified below.

[insert name and credentials]
LME Name

Address

City, NC Zip

Si desea apelar esta decision, debe responder a no mas tardar de 30 dias a partir de
la fecha que esta carta fue enviada. Si necesitas ayuda para leer y entender la carta,
por favor contictese con el 1-800-662-7030. DIGA AL OPERADOR QUE LA
NOTIFICACION DMA 2001A.

DMA 2001A
09/08/05
REYV 09/24/08
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Notice of Denial of Service Request — Additional Information Previously Requested and
Not Received (DMA 2001A), page 2

YOU HAVE THE RIGHT TO APPEAIL THIS DECISION. If you decide to appeal
the decision, you must file for an evidentiary hearing with the Office of Administrative
Hearings. YOU HAVE 30 DAYS FROM THE DATE THIS DECISION LETTER
WAS MAILED TO FILE THE APPEAL REQUEST.

To learn more about the hearing process or to speak with a Medicaid clinical policy
analyst about this decision, call the Appeals Coordinator, Division of Medical Assistance
at 919-855-4260. You may also call the toll free CARE-LINE, Information and
Referral Services, at 1-800-662-7030 and request that your call be transferred. The
enclosed general information sheet also explains the hearing process.

THE HEARING PROCESS AND FILING THE REQUEST:

s Hearings are conducted by an administrative law judge with the Office of
Administrative Hearings (OAH).

« To file for a hearing, you must submit a completed hearing request form (enclosed
in this mailing). You can also obtain a hearing request form by calling the Division
of Medical Assistance at the number specified above, or you can call the Office of
Administrative Hearings at 919-431-3000.

e« Mail or fax the completed request form to Clerk, Office of Administrative Hearings
AND General Counsel, North Carolina Department of Health and Human Services at
the addresses or fax numbers on the enclosed hearing request form. The completed
form must be filed within 30 days of the date this decision letter was mailed. As
the mailing date is located on the envelope, please keep the envelope containing
this decision letter.

s The Office of Administrative Hearings or the Mediation Network of North Carolina
will contact you to discuss your case and to offer an opportunity for mediation in an
effort to resolve your appeal. If mediation resolves your case, your hearing will be
dismissed, and services will be provided as specified by the Mediation Network of
North Carolina.

= If you do not accept the offer of mediation or the results of mediation, your case will
proceed to hearing. You will be notified by mail of the date, time, and location of
your hearing.

e« The administrative law judge will make a decision and will send that decision to
Medicaid for a final agency decision. You will receive a written copy of both the
administrative law judge’s decision and Medicaid’s final agency decision.

s« If you do not agree with Medicaid’s final agency decision, you may ask for a judicial
review in superior court.

«  You may represent yourself in the hearing process, hire an attorney, or ask a relative,
friend, or other spokesperson to speak for you.

s Insert only if receiving services: If a continuing request for services is denied and
you submit a request for hearing within 30 dayvs of the date this decision letter was
mailed and as long as you remain otherwise Medicaid eligible, unless you give up
this right, you are entitled to receive services during the pendency of the appeal. This
right to receive services applies even if you change providers. Services will be

2
Recipient Name [insert]

MID # [insert]

DMA 2001A
09/08/05
REYV 09/24/08
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Notice of Denial of Service Request — Additional Information Previously Requested and
Not Received (DMA 2001A), page 3

provided at the same level you were receiving the day before the decision or the level
requested by your provider, whichever is less. The services that continue must be
based on your current condition and must be provided in accordance with all
applicable state and federal statutes and rules and regulations.

+ Insert only if receiving services: If you lose your appeal, you may be required to pay
for the services that continue because of the appeal.

Free legal aid may be available to assist with your appeal. Contact your nearest Legal
Aid of North Carolina office or call 919-856-2564 or toll-free at 1-866-369-6923 to
obtain the telephone number of the office that serves your community.

Sincerely,

[insert contact name and credentials]
[insert telephone # of contact]

Enclosure: Recipient Hearing Request Form, DMA 2003
(Only the recipient may appeal the decision).

C: Provider
Office of Administrative Hearings
Appeals Coordinator, Division of Medical Assistance

Recipient Name [insert]
MID # [insert]

DMA 2001A
09/08/05
REYV 09/24/08
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Attachment L: Recipient Hearing Request Form

General Information About the Hearing Process

FOR YOURINFORMATION ONLY
DO NOT SEND THILS PAGE WITH A COMPLETED HEARING REQUEST FORM.

GENERAL INFORMATION ABOUT THE HEARING PROCESS

UNDERSTANDING THE APPEAL PROCESS: If you choose to appeal, you may represent yourself during the appeal
process, hire an attorney, or ask a relative, friend, or other spokesperson to speak for you. Your case will begin as soon as
the completed recipient hearing request form that you were sent in this mailing is received and filed with the Office of
Administrative Hearings (OAH) AND the Department of Health and Human Services (DHHS). You will be contacted by
the Office of Administrative Hearings or the Mediation Network of North Carolina to discuss your case and to be offered
an opportunity for mediation in an effort to resolve yvour appeal. If mediation resolves your case, your hearing will be
dismissed, and services will be provided as specified by the Mediation Network of North Carolina. If you do not accept
the offer of mediation or the results of mediation, your case will proceed to hearing and will be heard by an administrative
law judge with the Office of Administrative Hearings. You will be notified by mail of the date, time, and location of your
hearing. The administrative law judge will make a decision and will send that decision to Medicaid for a final agency
decision. You will receive a written copy of both the administrative law judge’s decision and Medicaid's final agency
decision. If you do not agree with Medicaid’s final agency decision, you may ask for a judicial review in superior court.
The hearing process must be completed within 90 days of receipt of your completed Recipient Hearing Request Form.
For more information about the hearing process, visit the websites indicated below.

e Adults: http://www.ncdhhs.eov/dma/'Forms/abd.pdf,

e« Children: http://www.ncdhhs.gov/dma/Forms/famchld.pdf.

SERVICES DURING THE APPEAL PROCESS: If a continuing request for services is denied and you submit a
request for hearing within w and as long as you remain
otherwise Medicaid eligible, unless you give up this right, you are entitled to receive services during the
pendency of the appeal. This right to receive services applies even if you change providers. The service will be
provided at the same level yvou were receiving the day before the decision or the level requested by your provider,
whichever is less. The services that continue must be based on your current condition and must be provided in accordance
with all applicable state and federal statutes and rules and regulations. If you lose your appeal, you may be required to
pay for the services that continue because of the appeal.

FILING A RECIPIENT HEARING REQUEST FORM WITH OAH AND DHHS: Complete the enclosed
Recipient Hearing Request Form if you decide to appeal Medicaid’s decision to deny, terminate, reduce (change),
or suspend the services requested by your provider. Hearing requests must be served on BOTH OAH and DHHS.
The request must be filed by mail or fax within 30 days of the date the notice was mailed. The mailing addresses and
telephone and fax numbers for OAH and DHIS appear below.

For questions concerning the decision Medicaid made about your provider’s request for service, please contact Medicaid.
Should you have questions about the appeal process, please contact OAH. You may also contact the Appeals Unit,
Division of Medical Assistance (Medicaid) if you have questions.

AGENCY MAILING ADDRESS OFFICE NUMBER FAX NUMBER
Office of Clerk 919-431-3000 Clerk
Administrative 6714 Mail Service Center 919-431-3100
Hearings (OAH) Raleigh, NC 27699-6714
NC Department of General Counsel 919-733-4534 General Counsel
Health and Human 2001 Mail Service Center 919-715-4645
Services (DHHS) Raleigh, NC 27699-2001
Division of Medical Appeals Unit 919-855-4260 Appeals Unit
Assistance (Medicaid) | Clinical Policy and Toll-free: 919-733-2796

Programs 1-800-662-7030

2501 Mail Service Center
Raleigh, NC 27699-2501

Ask for your call to be
transferred to the DMA
Appeals Unit, Clinical
Policy and Programs.

DMA 2003
05/08/05
REV 09/24/08
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Recipient Hearing Request Form (DMA 2003)

RECIPIENT HEARING REQUEST FORM
COMPLETE THIS FORM IF YOU WISH TO APPEAL MEDICAID’S DECISION

Date: [insert date of notice (must be date notice mailed)] Period: [insert period/date range of service, if applicable]
Decisionmade by: _ DMA__ ACS__ CCME___EDS___ Murdoch___ PBH___ VO
Type of Request: _ Initial/No Service in Place_ Continuing/Concurrent
Type of Notice Issued: _ 2001___ 2001A__ 2001E___ 200INCS__ 2002 2002E
SEND COPY OF FORM TO: SEND COPY OF FORMTO:
Office of Administrative Hearings (OAH) Department of Health and Human Services (DHHS)
Attention: Clerk Attention: General Counsel
6714 Mail Service Center 2001 Mail Service Center
Raleigh, NC 27699-6714 Raleigh, NC 27699-2001
Telephone: 919-431-3000 Telephone: 919-733-4534
Fax: 919-431-3100 Fax: 919-715-4645

[Insert name of Medicaid recipient] (MID #) [insert MID # in ()]
Address [insert street address of Medicaid recipient]
City, State Zip code [insert city, state, and zip code]

DIRECTIONS: Please complete the Recipient Hearing Request Form if you decide to appeal Medicaid’s decision to
[insert deny, terminate, reduce (change), or suspend] services. Send the completed request form by mail or fax to OAH
AND DHHS at the addresses or fax numbers in the above boxes. The hearing request form must be received within 30
days of the date this notice was mailed. You may represent yourself during the appeal process, hire an attorney, or ask a
relative, friend, or other spokesperson to represent vou. By signing this form, you authorize the person(s) listed below to
represent you during the appeal, to discuss your case, and to release any and all medical records or other documents and
confidential information that pertain to the hearing. You also attest that BOTH OAH and DHHS have been served.

I would like to appcal the [insert termination, denial, or reduction] of [insert service being terminated, denicd, or reduced]
or [insert change in service from (insert requested service) to (insert approved service)).

Please check one.

[] 1 will represent myself.

[] T will be represented by someone else other than myself.  If yes, please provide the information requested below.

Name of Representatives Relationship to Address Telephone Number
. Recipient |
| | C ) -
| . C o -

If a continuing request for services is denied and you submit a request for hearing within 30 days of the date
this decision letter was mailed and as long as you remain otherwise Medicaid eligible, unless you give up this
right, you are entitled to receive services during the pendency of the appeal. This right to receive services applies
even if I change providers. Services will be provided at the same level I was receiving the day before the decision or the
level requested by my provider, whichever is less. The services that continue must be based on my current condition and
must be provided in accordance with all applicable state and federal statutes and rules and regulations. If I lose my
appeal, I understand that I may be required to pay for the services that continue because of the appeal.

(
Signature of Medicaid Recipient/ Applicant or Legal Representative Date Telephone Number
Print Name of Medicaid Recipient/Applicant or Legal Representative:
Full Mailing Address:
DMA 2003 DMA 2003 is in compliance with
09/08/05 S.I. 2008118, 5. 313(a), effective July 01, 2005.
REV 09/24/08
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Attachment N: HIPAA Breach Report

HIPAA BREACH REPORT

INSTRUCTIONS

NOTE: This is an administrative report; DO NOT include in any agency designated record set(s),
including client health records.

SECTION I - GENERAL INFORMATION

Name of Staff Member
Reporting Incident

Telephone Number )y - x Email Address
LME Entity
Unit/Section

Supervisor

SECTION II - PRIVACY INCIDENT INFORMATION

Date of Incident Time of Incident Location of Incident

Description of Incident (Include the names of those invalved in the privacy incident.)

Incident also reported to

Signature/Title: Date:
(Staff member reporting privacy incident)

Supervisor Comments

Signature/Title: Date:

(Supervisor of staff member reporting privacy incident)
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PA Authorization Error Codes, page 1

Error Error Code Reason
Number
1 A The submittal Id is not ‘01’ thru '99’
2 B The Service Type Id is not
‘I’ for Inpatient
‘M’ for Independent Mental Health
‘O’ for Outpatient
‘P’ for PRTF
‘R’ for Residential Child Care
‘H’ for High Risk
‘E’ for Enhanced Services
‘C’ for CAP
‘T’ for Targeted Case Management
‘D’ for EPSDT
3 C Submittal Security Code is missing or invalid
4 D State Code is missing or invalid
5 E Medicaid Identification not eligible for Medicaid
6 F First 15 characters of the Last Name of Recipient does not
match the eligibility file
7 G First 9 characters of the First Name of Recipient does not match
the eligibility file
8 H Recipient’s Date of Birth does not match the eligibility file
9 I PA Starting Date is not a valid date
10 J When present the PA Ending Date is not a valid date
11 K When required no Approved Units are present
12 L No PA Number present
13 M When present or required the Admission Date is not a valid date
14 N Provider Number is missing
15 O] Provider Number is not on file
16 P When present the Referring Provider Number is not on file
17 Q When present the 1* Diagnosis Code is not a valid code
18 R When present the 2"° Diagnosis Code is not a valid code
19 S When present the 3" Diagnosis Code is not a valid code
20 T When present the Procedure Code or Modifier is not a valid code
21 U Record Type is not ‘A’ for add or ‘C’ for change
If ‘A’, it means Record already exist in PA Master
If ‘C’, it means Record NOT present in PA Master or
It is present but does not match the PA Start date
22 V PA Status is not ‘A’ for approval, ‘D’ for denial, ‘P’ for Pending,
‘R’ for returned or 'V’ for Void
23 W Hospital Number is missing for High Risk Action Id
24 Y Provider Type Invalid for High Risk Action Id
25 X Procedure Code invalid / missing for High Risk Action Id
26 4 Service Type ID, Procedure Code / Modifier combination is
invalid
27 1 Outside Catchment Area
28 2 Invalid EPSDT Indicator — Recipient over 21
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PA Authorization Error Codes, page 2

Error Error Code Reason

Number

29 3 Referral Indicator Invalid

30 4 Readmission Indicator Invalid

31 5 Reduced By Indicator Invalid

32 6 When Required Original units not present

33 7 When Required Decision Count not present

34 8 When Present Denied By Indicator invalid

35 9 Disposition Indicator Invalid

36 Al Alternate Provider Number Invalid

37 A2 Duplicate Record In Transmission

38 A3 Invalid Number of Days. Approved or Denied PA must have
number of days to completion

39 - 47 A4 — B3 Reserved for future use
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Attachment T: Weekly Summary Error Codes

Error
Number

Error Code

Reason

1

A

The submittal Id is invalid

2

B

The action Id is not

‘I’ for Inpatient

‘M’ for Independent Mental Health
‘O’ for Qutpatient

‘P’ for PRTF

‘R’ for Residential Child Care
‘H’ for High Risk

‘E” for Enhanced Services

‘C’ for CAP

‘T’ for Targeted Case Mgmt.
‘D’ for EPSDT

‘X’ for Summary Data

Submittal Security Code is missing

State Code is missing or invalid

Week Ending Date is missing or invalid

oA~ |lw

nimoo

Thru Z

Reserved for additional Summary file edits
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Attachment U: Quality of Care Incident Report

Quality of Care Incident Report Form

LME
Qualilty of Care Incident Report - Quarterly Update
Reported to DMA between to
. . Date
Provider MID Patient Last Pa_tlent Treatment Incident Reported to
First Code
LME
Medicaid Members

Quality of Care Incident Report Codes

Medicaid Program Incidents
Incident Code Table
Code Incident
1 Adverse Reaction to Treatment
2 Damage to Property
3  Elopement
4 Human Rights Violation
5  Injury
6  Medication or treatment error
7  Other
8  Self-inflicted harm
9  Sexual Behavior
10 Unanticipated Death
11  Violent or assaultive behavior (non-lethal)
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Issued 11/14/08

Attachment V: Invoice Report Format

Invoice Report Format, page 1

Invoice
NUMBER DATE PAGE
MAILING DATE
PONUMBER OUR REFERENCE CUSTOMER
Bilt TO RALEIGH
REMITTO
[LINE NO DESCRIPTIONS REVIEWS AND RATE AMOUNT
- HOURS ush usb
HOSPITAL INPATIENT REVIEWS
1 CON REVIEW BY FAGILITY (INITIAL)
2 CON REVIEW BY CONTRACTOR (CONCURRENT)
3 NO CON REQUIRED (INITIAL)
4 (NO CON) CONCURRENT REVIEWS
5 RETROSPECTIVE REVIEWS
PRTF REVIEWS
) ADMISSION REVIEWS
7 CONCURRENT REVIEWS
8 RETROSPECTIVE REVIEWS
RESIDENTIAL SVCS 1I-IV REVIEWS
g RC LEVEL 1 (ADMISSION)
10 RC LEVEL 1 (CONCURRENT)
11 REVIEWS LEVELS I}, Iil, IV 4 BEDS OR MORE
12 REVIEWS LEVELS I, lIl, IV 3 BEDS OR LESS
13 REVIEWS CONCURRENT
14 RETROSPECTIVE REVIEWS
OUTPATIENT REVIEWS
15 <21 AFTER 26 VISITS
16 >21 AFTER 8 VISITS
SAIOP
17 ADMISSION REVIEWS
18 CONCURRENT REVIEWS
CRITERION 5 REVIEWS
19 CRITERION &
COMMUNITY SUPPORTS (CHILD,ADULT & TEAM)
20 INITIAL REVIEWS
21 CONCURRENT REVIEWS (EVERY 60 DAYS)
INTENSIVE IN-HOME MST
22 INTENSIVE IN-HOME (ADMISSION)
23 INTENSIVE IN-HOME (CONCURRENT)
24 MST (ADMISSION REVIEW)
25 MST (CONCURRENT REVIEW)
OPIOD TREATMENT
26 INITIAL REVIEWS
a7 CONCURRENT REVIEWS (EVERY 90 DAYS)
SPECIAL INSTRUCTIONS
Provider No.
Date Range:
Continiegs on next
SUB TOTAL page
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Invoice Report Format, page 2

Invoice
NUMBER  DATE PAGE
MAILING DATE
PO NUMBER OUR REFERENCE CUSTOMER
Bl TO RALEIGH
REMIT TO
LINE NO. DESCRIPTIONS REVIEWS AN[ RATE AMOUNT
HOURS usD usD
PARTIAL HOSPITAL
28 PARTIAL HOSPITAL - NO CON (INITIAL & CONCUR)
28 PARTIAL HOSPITAL - CON (INITIAL & CONCUR)
OUT OF STATE PLACEMENT
30 QUT OF STATE PLACEMENT
PSYCHOSOCIAL REHAB
31 ADMISSION REVIEWS
32 CONCURRENT REVIEWS
DAY TREATMENT FOR CHILD-ADOLESCENTS
33 ADMISSION REVIEWS
34 CONCURRENT REVIEWS (EVERY 30 DAYS)
ACTT
35 INITIAL REVIEWS
36 CONCURRENT REVIEWS (EVERY 30 DAYS)
SA COMPRENSIVE QUTPATIENT TX PROG
37 SA COMPREHENSIVE OUTPATIENT TX PROG {ADMISSION)
38 SA COMPREHENSIVE QUTPATIENT TX PROG (CONCURRENT)
FACILITY-BASED CRISIS
39 ADMISSION REVIEWS
40 CONCURRENT REVIEWS
AMBULATORY DETOX (NON RES)
41 ADMISSION REVIEWS
42 CONCURRENT REVIEWS
SUBSTANCE ABUSE, MEDICALLY MONITORED DETOX (RES)
43 ADMISSION REVIEWS
44 CONCURRENT REVIEWS
QUALITY ASSURANCE REVIEWS
45 QUALITY ASSURANCE REVIEWS
HEARINGS
46 RECONSIDERATION HEARINGS (BASED ON HOURS)
SPECIAL INSTRUCTIONS
Provider No.
Date Range:
SUB TOTAL Continues on next page
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